The seat of the perforation in 167 cases was the ileum in 136(81.4 per cent.), the large intestine in 20 (12.9 per cent.), the vermiform appendix in 5, Meckel's diverticulum in 4, and the jejunum in 2. In 19 cases there were two perforations, in 3 there were five, in 1 there were four, and in 4 there were several. In one case 1 there were twenty-five to thirty holes, and in another 2 there ivere thirty. The first operation for the relief of the symptoms caused by a perforating, typhoid ulcer of the intestine where there is no question as to the nature and seat of the lesion, was performed in 1887, by Liicke. 1 The symptoms suggestive of perforation took place on the eighteenth day of the disease, and a laparotomy was performed twelve hours after their onset. The edges of the ulcer were cut out and the hole closed by sutures. The operation lasted some two hours, and the patient died a few hours later. The hole in the ileum was about a foot and a half above the valve. formed between the sternum and navel, and was incised four months after the disease began. Three pints of brown, slightly turbid fluid were evacuated. The patient recovered.
Although the reported instances of the successful result of an operation for the cure of circumscribed peritonitis in typhoid fever are comparatively few, I have been able to collect a considerable number in which recovery resulted from resolution or from the spontaneous evacuation of the inflammatory product. In 17 cases of recovery by resolution, the peritonitic attack began in the second week in 1, in the third week in 8, in the fourth week in 1, in the fifth week in 1, and in the sixth week in 2. It began at the end of the fever in 1, and during the convalescence in 3. Recovery took place in a week in 1, in two weeks in 8, in three weeks in 2, in four weeks in 1, and in two or three months in 3, The length of time necessary for recovery in the remaining cases was not stated.
I find also 17 cases of the spontaneous discharge of the pus in peritonitis in typhoid fever. 9 patients recovered, 7 died, while in 1 case the result was not stated. The peritonitic symptoms began in the second week in 2 cases, in the third week in 3, in the fourth week in 2 ; in 1 walking case, in 6 convalescent cases, and in 3 during the course of the disease. Death is said to have taken place in six, fourteen, and fifteen days, in three weeks, and in two and one-half months after the symptoms began. The pus was discharged into the intestines in 13 cases; into the vagina in 1, through the abdominal wall in 2, and at the navel in 1.
It appears from this statement that of 27 cases of peritonitis in typhoid fever, whatever may have been the cause of the former, though often attributed to intestinal perforation, 3 recovered after operation, 17 after resolution, and 9 after the spontaneous discharge of the pus. The comparison of this series of cases with those showing theresults of early laparotomy for symptoms suggesting typhoid perforation indicates that the appropriate treatment for this complication Avould be delay until a probably encapsulated exudation proved unduly slow in absorption. An immediate or early laparotomy for the relief of the peritonitis seems advisable only when the patient's condition is exceptionally good. Should the signs of the exudation persist a week or more, and the general condition of the patient permit an incision, surgical treatment would then be strongly advisable. That the patient may live for weeks after perforation has taken place is illustrated by the cases of Buhl and Hoffmann already mentioned.
In brief, immediate laparotomy for the relief of suspected intestinal perforation in typhoid fever is only to be advised in the milder cases of this disease. In all others, evidence of a circumscribed peritonitis is to be awaited, and may be expected in the course of a few days. Surgical relief to this condition should then be urged as soon as the strength of the patient will warrant.
